BRITISH MEDICAL JOURNAL 22 JULY 1978 This time of peak immunological activity is also likely to be the time when plasma concentrations of therapeutically administered immunosuppressive drugs are at a minimum.
Circadian variations in immune response have not been emphasised but have implications for the understanding, assessment, and treatment of many diseases. There is clearly a need to consider standardisation of tests for immune responses according to the time of day.
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Case reports
Case 1-In 1968 a 28-year-old hairdresser had a tooth extracted. For two years a swelling had been present below her mandible, and her dentist had diagnosed "a tumour." A sialogram was normal. A surgeon thought that the lump was a dermoid cyst, but confined himself to taking a biopsy specimen. In November 1969 she complained that the lump had regrown and had become painful. A firm, mobile, lobulated mass was found and this was taken to be a salivary gland, but operation showed that the anterior belly of the digastric muscle was enlarged. This had a braided, "rope-like" appearance with prominent fascicles and a coarse granularity of the cut surface. Histologically there were foci of atrophy of muscle fibres in which fibres with eosinophilic, structureless sarcoplasm and centrally placed nuclei were considered to be degenerating, while basophil fibres with vesicular nuclei appeared to be regenerating fibres (figure) . In a few areas degenerate fibres were undergoing removal by inflammatory cells. Areas of complete loss of muscle fibres were replaced by patches of fibrosis. There was variation in the size of fibres, many larger ones having central nuclei. These changes were interpreted as resembling an early form of localised muscular dystrophy. Postoperatively the serum creatinine phosphokinase and lactate dehydrogenase concentrations were normal, and a neurologist found no evidence of systemic myopathy. In 1978 she had no symptoms.
Case 2-Six months after dental clearance in 1973 a man of 31 noticed a lump below his jaw. His family doctor diagnosed "chronic adenitis." At hospital a reniform swelling was found, each lobe being 1 cm in diameter. The lump was thought to be neoplastic, but operation disclosed only the coarse, braided fibres of the enlarged anterior belly of the digastric muscle. The muscle was removed and the patient has since been free of symptoms. The pathologist reported changes resembling widespread foci of nonspecific myositis.
Comment
Idiopathic hypertrophy of the masseter muscle was described in 1880,1 and Mancall et all coined the term "hypertrophic branchial myopathy." Apparently the histology of this syndrome varies from case to case and from one part to another in an affected muscle. Mancall et al2 described changes similar to those in our case 1. Nevertheless, Lambert and Young3 found only one area of myopathic change and a great preponderance of hypertrophic type I fibres with the ATPase reaction. The picture is confused by the variation in fibre size in the normal masseter muscle.4 Unfortunately, no histochemical studies were done in our cases since the operative findings were unexpected. Today the examination of specimens by frozen section with histochemical staining and by electron microscopy add precision to the diagnosis of diseases of muscle.
The clinical features of branchial myopathy have been well described.2 Usually this affects the masseters, but also occasionally the temporalis or muscles of the pterygoid group. All are innervated by the mandibular division of the trigeminal nerve, as is the anterior belly of the digastric muscle. In our cases the mylohyoid muscles were not affected, nor were the posterior bellies of the digastric muscles, the latter being innervated by the facial nerve. Biopsy exacerbates the condition and hypertrophy progresses relentlessly, although spontaneous resolution has been recorded.2 Patients with isolated disease of the anterior belly of the digastric muscle would seem to be fortunate because complete excision is seemingly curative and without ill effect.
'Legg, J W, Transactions of the Pathological Society of London, 1880, 31, 361. 2 Mancall, E L, et al, Neurology, 1974 Neurology, , 24, 1166 3 Lambert, C D, and Young, J R B, Jrournal of Neurology, Neurosurgery, and Psychiatry, 1976, 39, 810. 4 Ringqvist, M,Journal of the Neurological Sciences, 1974, 22, 429 Over the past decade there has been considerable interest in sympathetic overactivity in patients with tetanus.' Various pharmacological agents have been used to control these sympathetic crises, of which propranolol is considered the most acceptable.' We report the death of a child with tetanus, apparently due to the use of propranolol.
Case history
A 7-year-old black child with classical tetanus was referred to the intensive care unit from a neighbouring hospital. Intubation and full ventilation were instituted, relaxation being achieved with pancuronium bromide, 1 mg
